University of North Dakota

UND Scholarly Commons
Physical Therapy Scholarly Projects

Department of Physical Therapy

1995

Physical Therapy Evaluation and Treatment of Low
Back Pain during Pregnancy
Jean Chouanard
University of North Dakota

Follow this and additional works at: https://commons.und.edu/pt-grad
Part of the Physical Therapy Commons
Recommended Citation
Chouanard, Jean, "Physical Therapy Evaluation and Treatment of Low Back Pain during Pregnancy" (1995). Physical Therapy Scholarly
Projects. 95.
https://commons.und.edu/pt-grad/95

This Scholarly Project is brought to you for free and open access by the Department of Physical Therapy at UND Scholarly Commons. It has been
accepted for inclusion in Physical Therapy Scholarly Projects by an authorized administrator of UND Scholarly Commons. For more information,
please contact zeineb.yousif@library.und.edu.

PHYSICAL THERAPY EVALUATION AND TREATMENT
OF LOW BACK PAIN DURING PREGNANCY

by

Jean Chouanard
Bachelor of Science in Physical Therapy
University of North Dakota, 1994

An Independent Study
Submitted to the Graduate Faculty of the
Department of Physical Therapy
School of Medicine
University of North Dakota
in partial fulfillment of the requirements
for the degree of
Master of Physical Therapy

Grand Forks, North Dakota
May
1995

This Independent Study, submitted by Jean Chouanard in partial
fulfillment of the requirements for the Degree of Master of Physical Therapy
from the University of North Dakota, has been read by the Faculty Preceptor,
Advisor, and Chairperson of Physical Therapy under whom the work has been
done and is hereby approved.

(Faculty Preceptor)

(Chairperson, Physical Therapy)

ii

PERMISSION

Title

Physical Therapy Evaluation and Treatment of Low Back
Pain During Pregnancy

Department

Physical Therapy

Degree

Master of Physical Therapy

In presenting this Independent Study Report in partial fulfillment of the
requirements for a graduate degree from the University of North Dakota, I agree
that the Department of Physical Therapy shall make it freely available for
inspection. I further agree that permission for extensive copying for scholarly
purposes may be granted by the professor who supervised my work or, in her
absence, by the Chairperson of the department. It is understood that any
copying or publication or other use of this independent study or part thereof for
financial gain shall not be allowed without my written permission. It is also
understood that due recognition shall be given to me and the University of
North Dakota in any scholarly use which may be made of any material in my
Independent Study Report.

Sjgna~~CCk
~::>
"'"""'"

iii

TABLE OF CONTENTS
LIST OF TABLES

v

ACKNOWLEDGMENTS

...................................

ABSTRACT

vi
vii

CHAPTER
INTRODUCTION

II

III

..............................

1

Epidemiology ...........................

1

................................. .

4

Postural and Mechanical Changes ............
Hormonal Changes ......................

4
6

ETIOLOGY

EVALUATION

............................... .

Subjective Examination
Objective Examination
IV

V

8
8
10

TREATMENT .................................

16

Treatment of Postural/Mechanical LBP ............
Treatment of Hormonal Dysfunctions .............

16
21

CONCLUSION. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

24

REFERENCES

.........................................

iv

25

LIST OF TABLES
Page

Table
1.

Prevalence Factors of LBP During Pregnancy Study
Comparisons ....................................

3

2.

Key Questions on Symptoms ..........................

11

3.

Description of SIJ Special Tests ........................

14

4.

Signs and Symptoms for Differential Diagnosis

15

5.

Exercise Guidelines/Precautions

v

.............

19

ACKNOWLEDGMENTS
To my husband, Tony, for his love, support, and confidence that allowed
me to fulfill my educational goals.
To Jackie for being the special friend that she is.
A special thanks to Alyson for her typing support and to Renee, my
advisor, who steered me in the right direction.
And to my parents who taught me many important values in life. Most
importantly, my faith in God; respect for others; the importance of hard work; to
never give up and to enjoy life.

vi

ABSTRACT
Low back pain (LBP) during pregnancy is a frequent complaint and is
often considered a normal, nontreatable occurrence. However, much of the
LBP of pregnancy can be eliminated with early intervention. Factors such as
poor posture, mechanical changes, and relaxation.of ligamentous structures in
the spine and pelvis are the most common explanations of low

I?a~ck

pain . A

careful history and evaluation are essential to identify the etiology and to guide
an appropriate treatment.

This independent study will be a literature review.

Its purpose is to identify some of the causes for LBP during pregnancy and
develop guidelines for evaluation and treatment.

vii

CHAPTER I
INTRODUCTION
Pregnancy is a time of tremendous musculoskeletal, physical, and
emotional changes and yet pregnancy is a condition of wellness. Low back
pain (LBP) during pregnancy is very common and often considered a normal
nontreatable occurrence. Many therapists find themselves apprehensive about
treating pregnant patients, especially when it involves LBP. However, early
intervention with an appropriate evaluation and treatment can result in a more
comfortable pregnancy.
Epidemiology
The most common orthopedic complaint in pregnancy is backache,
generally in the lumbosacral area. 1-7 Fast and associate~ report that more than
half (56%) of pregnant women interviewed 24-36 hours post-partum had
experienced back pain during pregnancy, beginning most frequently between
the fifth and seventh month. In a similar survey of 180 wo~men, Mantle et al 2
reported that 48% of the respondents experienced back pain during pregnancy,
and one-third of these women reported severe pain. And Berg et al,3 in an
interview survey of 862 women, found that 49% experienced back pain during
pregnancy and 79 of these women (19%) were unable to continue their work
because of severe low back pain.
1

2

Retrospective studies have also shown that women with backache often
experience their first episode during pregnancy. Svensson et al4 reported the
first reported first-time incidence to be 10%, whereas Biering-Sorenson 5
reported that 20% of women with LBP related their onset of pain to pregnancy.
There are a number of studies that investigate factors influencing
prevalence of LBP during pregnancy. Factors associated with increasing the
risk of developing LBP have included maternal age, weight gain, baby's weight,
number of previous pregnancies, work factors, and previous LBP to name a
few. 1-8 A review of the literature gives conflicting information on the profile of the
women with LBP. Comparisons of the results from several studies are found in
Table 1.
The epidemiology of LBP during pregnancy has been extensively
studied. However, the etiology is an important key for an appropriate treatment.
The most common explanations for LBP during pregnancy are postural,
mechanical, and hormonal changes. These causes will be discussed in the
following chapters along with a method for evaluation and suggestions for
treatments.
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Table 1.--Prevalence Factors of LBP During Pregnancy Study Comparisons
Prevalence
Factors
Onset
Incidence of
LBP during
pregnancy

Fast1

Mantel 2

Berg 3

Ostgaard 6 ,8

5-7 mo.

5-7 mo.

6 mo.

12 wk.

56%

48%

49%

49%

Previous #
of
pregnancies

not
significant

Mother's
age

not
significant

T

Weight gain

Svensson4 ,7

-24%

risk

not
significant

risk with
T age

--

not
significant

not
significant

--

not
significant

--

Patient
Height

--

not
significant

--

not
significant

--

Baby's
weight

not
significant

not
significant

--

--

--

l risk

--

strenuous
T risk

strenuous
l risk

**

--

--

--

not
significant

--

T

risk

--

Occupation

--

--

*Smoker

--

--

T risk
Cauc.
1 risk
Hispanic

T risk
Cauc.
! risk
Hispanic

--

not
significant

Previous
LBP

**Ethnicity

Obesity
Index prior
to
pregnancy

T

l risk ·

strenuous
l risk
*

T

T

T

risk

risk with
T age

T

T

risk

risk with
T age

risk

* Positively correlates with strenuous occupation.
** Could correlate with socioeconomic or occupational factors
-- Not mentioned in the study.

CHAPTER II
ETIOLOGY
Physical therapists regularly face the challenge of evaluating and treating
pregnant women with low back pain symptoms. Since back pain is a symptom
and not a disease, it is important to understand the various causes, especially
those specifically associated with or secondarily aggravated by pregnancy.
Despite differences of opinion on etiology, there appears to be some
agreement that the underlying cause centers around normally occurring
changes that accompany the gestation. For the purposes of this independent
study, the causes for low back pain during pregnancy that will be discussed
include postural changes, mechanical changes, and laxity of ligamentous
structures due to the hormonal changes of pregnancy. Knowledge of the
specific condition that is causing the symptom of back pain is necessary to
develop an appropriate treatment.
Postural and Mechanical Changes
Poor posture coupled with poor body mechanics while pregnant can add
up to low back pain. Since postural and mechanical changes are often
occurring simultaneously, they will be discussed together.
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Posture is defined as "attitude or position of the body" and body
mechanics as "application of kinesiology to use of body in daily life activities
and to the prevention and correction of problems related to posture."g Correct
posture is the position in which minimum stress will be applied to each joint.
Normally, the gravitational line goes through the physiologic curves of the spinal
column and they are balanced. 10 Good posture and body mechanics are
necessary to maintain this balance.
With pregnancy, the normal physiological changes can disrupt this
balance. A common explanation is the musculoskeletal theory that relates to
the enlarging uterus. 10-15 The enlarging uterus has a two-fold effect. The
increased weight shifts the body's center of gravity anteriorly and causes the
pelvis to tip forward in relation to the spine. 11 It also presses forward on the
abdominal wall and the abdominal muscles are overstretched and may weaken.
Maintaining balance as a result of the changes in the center of gravity
and weakened abdominal muscles usually requires an increased lumbar
lordosis. The lordosis results in a backward shift of the center of gravity to a
location over the lower extremities. 15 This altered maternal posture is adopted
for the purpose of balance. As the lumbar lordosis increases to offset the
increasing weight of the uterus and weakening abdominal muscles, the
paraspinal muscles become taut and shorten with a resultant increased anterior
pelvic tilt.
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Overstretched abdominal muscles and shortened back muscles are at a
mechanical disadvantage and may not be able to withstand the demands
imposed by the postural changes and excessive loads during pregnancy. If the
posture cannot be easily altered to the correct alignment, it can result in some
form of pathology.
Back pain arising as a manifestation of postural and mechanical defects
is characterized by a dull ache that comes after prolonged standing. The
patient will get relief by changing the poor postural position. Restand
recumbency will relieve the pain and the patient is usually asymptomatic in the
morning with gradual return of symptoms during the day.18 Physical examination
is usually normal or may demonstrate only mild lumbar tenderness on
palpation.
Hormonal Changes
The next cause of low back pain which is peculiar to pregnancy is that
associated with hormonal changes. Several hormonal changes occur with
pregnancy. One of these is the increased production and secretion of Relaxin,
a hormone secreted by the corpus luteum of pregnancy.10-13.15-17.19-21 Its primary
target tissues appear to be the cervix, uterus, and ligamentous structures of the
pelvis. Release of the hormone relaxin softens the rigid ligaments of the
sacroiliac joints (SIJ) and symphysis pubis in preparation for delivery.21 This
softening of the ligaments combined with the stress of postural changes makes
these areas prone to injury and allows subluxation of the SIJ.16.19.21-23 Anterior
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dysfunction of the SIJ is a common complication of pregnancy. As weight
increases on the anterior pelvis and pelvic support weakens, an anterior
rotation strain occurs at the SIJ, which results in anterior dysfunctions. 24,25 SIJ
dysfunctions have been found to be a leading cause of severe back pain during
pregnancy.
Berg et al 3 found dysfunction of the SIJ in two-thirds of the women with
severe back pain. In another study, Golighty26 found 505 out of 2,400
pregnancy women (14%) met a diagnostic criterion for sacroiliac subluxation.
DonTigny24 describes the biomechanics and function of the SIJ and its
pathomechanics as a common cause of low back pain that women are prone to
during pregnancy.
Symptoms of sacroiliac dysfunction are characterized by persistent pubic
and pelvic pain provoked by active movements such as walking, stair climbing,
unilateral standing or torsion activities and also with prolonged sitting. Pain is
not relieved with rest and is aggravated by pelvic compression or distraction.
Examination reveals tenderness over the symphysis and sacroiliac
regions. 10,17,25

CHAPTER III
EVALUATION
Physical therapy care for pregnant women with LBP begins, as for any
type of patient, with a thorough evaluation. The purpose of this evaluation is to
clearly understand the physical basis for the patient's symptoms so an
appropriate treatment can be initiated. Several non-orthopedic conditions may
arise during pregnancy and present with LBP. These may include pre-term
labor or premature rupture of the membranes. 15 ,27 If a patient is not directly
referred from an obstetrician, this needs to be kept in mind during the
examination.
The examination should begin with observation as the patient enters the
clinic/exam room. Take note of the gait, posture, body mechanics, and
clothing, especially the shoes. A more complete observation will take place
after the subjective history is taken when the patient is in appropriate
examination clothes.
Subjective Examination
Getting the subjective information is the next part of the evaluation
process. A history that is carried out in an organized fashion can help with the
decision-making process in determining how to structure and organize the
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objective examination. According to Boissonnault, the subjective examination
can be broken down into five categories: general patient profile, location and
description of symptoms, symptom behavior, onset of symptoms, and current
and past medical history.28
The general information includes the patient's age, race, occupation, and
month of gestation. As mentioned in the first chapter, incidence of LBP during
pregnancy is more prevalent with different variables. For example, the patient's
occupation could predispose her to low back pain. Some occupations require
habitual postures, some prolonged standing, and others may be physically
demanding. These may give some insight to the etiology.
The location and description of symptoms, symptom behavior, and onset
are the second, third, and fourth of Boissonnault's categories. The location and
. description of symptoms will provide the reason the patient came into the clinic
--that is the chief complaint. Symptom behavior refers to changes in symptoms
over a 24-hour period. 28 This can provide information on what type of activities
provoke or relieve the symptoms. Maitland 29 describes symptom behavior as a
change in the location, intensity, and/or quality of the complaints as related to
activity, cessation of activity, and assumption of specific body positions. Most
mechanical musculoskeletal dysfunction conditions should be less severe with
rest and most severe with activity or assumption of a weight-bearing posture.
Knowledge of the onset of the symptoms will also give an indication of the
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problem. Table 2 gives a list of questions that may be helpful in obtaining
information on the symptoms.
And lastly, it is important to get information on the patient's past and
current medical history. This includes any medications, surgeries, or disease
processes that may affect the condition. Taking an accurate, detailed history is
important. It can help make a "preliminary" impression and help guide the
objective examination.
Objective Examination
For the objective examination, it is helpful to develop a sequence to
obtain the necessary information in an efficient manner. Magee 30 divides his
exam into the following categories: inspection, bony palpation, soft tissue
palpation, range of motion, neurological exam, and special tests. The
aforementioned method will be utilized in this chapter.
As mentioned earlier, the inspection begins as the patient enters the
exam room when she is unaware she is being observed. This inspection
continues after the history when appropriate exam clothes are on. Gait or
postural abnormalities should be noted. Posture may reveal an accentuated
lumbar lordosis. If the SIJ is affected, gait may be antelgic or small steps taken
and the patient may distribute her weight unevenly during stance.
Bone and soft tissue palpation may reveal uneven levels of the iliac
crests, ASIS, or PSIS. It may also indicate any areas of tenderness. Uneven
bony landmarks, tenderness medial to the PSIS or at the symphysis pubis may
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Table 2.--Key Questions on Symptoms

LOCATION AND DESCRIPTION OF SYMPTOMS

Where is the location of the pain?
Does the pain radiate? Where?
Describe the pain.
Is the pain constant/intermittent?
Rate the pain intensity. (0 = none; 10 = worst)
Are there any sensory changes? Where? (Numb, tingle)
Are symptoms improving/worsening?

SYMPTOM BEHAVIOR

What activities aggravate the pain?
What activities ease the pain?
Are there any postures that specifically aggravate the pain?
When is pain worse? (A.M., P.M.)
Does the pain wake you?
hi what position do you sleep?

SYMPTOM ONSET

When did the pain begin?
Was the onset sudden or slow?
Was it trauma related?
Is there a specific episode of injury?
Have you had this occur before?
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indicate SIJ pathology.11,16-18,21-26,32 Tenderness or increased muscle tone in the
low back is common with postural strain syndromes. In addition, the patient's
abdominal muscles should be palpated for/diastasis recti. This is a condition
when the rectus abdominus muscle separates from the linea alba. 1o,33-35 In
testing, the patient is asked to raise her head and shoulders off the examination
table while the examiner measures for diastasis by placing the tips of the
fingers across the linea alba. The examiner determines how many fingers fit
into the space between the borders of the two rectus muscle bellies. A
measurement greater than two fingers indicates diastasis. Management of
diastasis ranges from a conservative approach of external support and adaptive
exercise to strengthening of the abdominal muscles to the extreme of surgical
repair.
Depending on the month of gestation, the active range of motion
(AROM) tests may be limited due to the enlarged uterus or muscle tightness.
Muscles kept in a shortened position, often occurring with postural changes,
may develop muscle tightness. This tightness is often found in the hip flexors
and low back extensors. 10,15,33 Along with the amount of movement, it is
important to assess if AROM tests reproduce the symptoms. With postural
syndromes, these movements are painfree; but with SIJ syndromes, any
movement that stresses the joint may reproduce the pain.
The neurological examination should test muscle strength, sensation, and
reflexes. Manual muscle testing may indicate extreme weakness of the
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abdominal muscles or detect neurological weakness in a specific myotome.
With SIJ dysfunction, there mayor may not be implication of sciatic nerve
irritation/compression.
The last part of the objective evaluation involves special tests. The
subjective and objective findings to this point should give a good indication of
which special tests are needed to confirm the diagnosis. With
postural/mechanical pain, no further tests will confirm what is already
suspected. Although there are special tests that may further implicate the SIJ
dysfunction, the unilateral and bilateral straight leg raise (SLR) test will help
detect the area of the lesion. A unilateral SLR is full at 70 degrees and clears
the nerve roots; after 70 degrees, pain is from the lumbar or SIJ. If the
unilateral SLRs are both past 70 degrees, then the bilateral SLR can be
performed. With the bilateral SLRs, pain before 70 degrees implicates the
SIJ. 30
Other common special tests that may confirm SIJ dysfunction include
Gapping, Approximation, Squish, Supine Long Sit, and Fabers tests.
Descriptions of these tests are found in Table 3.
Upon completion of the examination, the signs and symptoms should be
evaluated. Table 4 has a list of signs and symptoms commonly found in
postural/mechanical or hormonal caused back pain. As with other patient
populations, specific examination findings will dictate the make-up of the
treatment program for the obstetric patient.
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Table 3.--Description of SIJ Special Tests 18
Gapping:

The patient lies supine while the examiner applies pressure over the
ASISs in a lateral and posterior direction.

(+) The test is positive if unilateral gluteal or posterior leg pain is
reproduced.

Approximation: The patient is in sidelying while the examiner's hands are
placed over the upper part of the iliac crest and pressed
straight down.
(+)

"Squish":

The test is positive if patient feels increased pressure in the sacroiliac
joint.
The patient lies supine while the examiner applies pressure over the
ASISs in a medial and posterior direction.

(+) The test is positive if it produces pain.

Supine Long Sit Test: The patient lies supine. The examiner places her
thumbs on the inferior border of each medial malleolus,
bringing these together and comparing the position.
The patient is assisted in long sitting with the knees
extended and the position of the medial malleolus are
again compared.
(+)

Faber:

(+)

The test is positive if there is an observable change in leg length
between the two positions.
The patient lies supine. The examiner places the foot of the involved
side on top of the opposite knee, then slowly lowers the involved knee
towards the table.
The test is positive if it produces pain in the sacrumlbuttock.
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Table 4.--Signs and Symptoms for Differential Diagnosis
HORMONAUSIJ DYSFUNCTION

POSTURAUMECHANICAL

1.

Gradual onset

1.

Gradual or sudden onset

2.

Pain Description: dull, aching
discomfort in lumbosacral area.

2.

Pain Description: may be severe.

3.

Pain is usually bilateral.

3.

Pain may be unilateral.

4.

Location: Localized to the lumbosacral area

4.

Location: pain in sacrum/buttock
and may radiate into UE

5.

No pain in a.m.; pain increases
throughout the day.

5.

Pain in a.m. or p.m.

6.

Changing posture and rest
relieves pain.

6.

Changing posture does not
change pain. May not be
relieved by rest.

7.

Pain increases with prolonged
postures.

7.

Increased pain with stair
climbing, walking, uniteral
activities.

8.

GAIT: Normal pregnant gait

8.

GAIT: Short steps (long stride
increases pain); may distribute
weight unevenly during stance.

9.

Palpation: Increased tenderness,
possible muscle spasms in
bilateral lumbar paraspinals

9.

Palpation: Increased tenderness
medial to PSIS and at symphysis
pubis

10.

Coughing, sneezing, & straining
do not intensify pain.

11.

Signs: Physical examination is
11.
generally normal or may demonstrate abdominal muscle weakness
& tightness of lumbar extensors,
and/or hip flexors

10. Coughing, sneezing, & straining
may intensify pain.
Signs: Uneven PSIS & ASIS;
pain with pelvic compression
tests; positive FABERS test;
positive supine long sit test

CHAPTER IV
TREATMENT
Epidemiologic studies have shown that nearly 50% of pregnant women
experience back pain. Minor distress is frequently accepted as a normal
burden of pregnancy and to be tolerated. However, with an appropriate
musculoskeletal evaluation and appropriate management, the pregnancy can be
more comfortable. Once it has been determined that the woman's problem is
LBP associated with pregnancy, treatment can begin.
Treatment of Postural/Mechanical LBP
Backache caused by postural changes usually appears during the
second trimester. 33 When pain in the low back is caused by some alteration of
the normal body balance, treatment is aimed at relieving the pain and correcting
the imbalance.34 With poor posture and altered body mechanics, unnatural
stresses are placed on the back, and muscle shortness or weakness may
attribute to the problem. Treatment for mechanical low back pain includes
patient education on good posture and body mechanics along with exercises to
counteract the effects of gestation.
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Modalities
Generally, the patient will get pain relief with exercises geared at
correcting the postural and mechanical defects. When pain associated with
muscle spasm or muscle guarding prevents direct treatment, modalities are
available for pain management and muscle relaxation. Superficial heating and
massage in a sidelying position may be indicated. 34 ,36 Use of ultrasound or
Transcutaneous Electric Nerve Stimulation (TENS) has also been found to be
helpful, although controversial, since long-term effects are unknown.37
Many patients can effectively self treat postural and mechanical pain with
a carefully designed exercise program. Making the patient responsible for her
own health is a key to successful management.
Posture/Body Mechanics
The patient should be instructed in proper postures and body mechanics
for home and at work. There are many good toolslvisual aids available that
demonstrate proper and improper standing, sitting, lying, lifting, bending
techniques. Having the patient actively demonstrate these techniques is helpful
in ensuring the patient understands these techniques and helps the patient
increase awareness of her body positions.
Exercise Precautions
Exercises may need to be performed in modified positions. The
American College of Obstetricians and Gynecologists (ACOG) recommend that
after the fourth month of pregnancy, no exercise should be performed in the
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supine position. 1o,36,38 In this position, the gravid uterus may press against the
ascending vena cava, resulting in decreased blood pressure. All exercises
should be performed with smooth, gradual movements to reduce risk of injury.
And exercise must be discontinued if there are any signs of abnormal
physiological symptoms such as vaginal bleeding, amniotic fluid loss, premature
labor, or severe nausea. These conditions should be reported to the patient's
physician. Table 5 contains a list with specific guidelines/ precautions for
exercise during pregnancy.10,33,38,39
Exercise Program
Therapeutic exercises should emphasize postural correCtions,
strengthening of abdominal muscles, and stretching of low back extensors, hip
flexors, and hamstrings. Strengthening exercises recommended are based on
those usually classified as flexion exercises. These include posterior pelvic tilts,
partial curl-ups, and leg raises. These exercises are designed to decrease the
lordosis and increase the strength of the abdominal muscles.
The posterior pelvic tilt is the exercise of choice for abdominal toning and
relieving postural LBP. It is a basic exercise which involves contraction of the
abdominal and gluteal muscles to rock the pelvis posteriorly and flatten the
lower back. It can be performed in supine, Sitting, standing, or on all fours.
After it is performed correctly, the woman should hold the pOSition for five
seconds, then relax. The normal breathing pattern should not be interrupted.
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Table 5.--Exercise Guidelines/Precautions10.33.36

1.

Activity should be stopped and the physician consulted if any unusual
symptoms appear.

2.

Maternal heart rate should not exceed 140 BPM.

3.

Liquids should be taken frequently to prevent dehydration.

4.

Supine position should be avoided or not exceed three minutes after the
fourth month of pregnancy.

5.

Avoid exercises that employ the Val salva maneuver.

6.

Avoid exercises that emphasize increased lordosis.

7.

Ballistic movements should be avoided.

8.

Deep flexion and extension of joints should be avoided because of
connective tissue laxity.

9.

Limit single-legged weight-bearing activities; they promote SIJ
dysfunction.

10.

Stretching exercises should be specific to a single muscle or muscle
group.
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Additional abdominal strengthening can be attained by adding a partial
curl-up (lifting the head or head and shoulders off the floor) or leg slides/raises
(unilateral/bilateral) while maintaining the posterior pelvic tilt. As the pregnancy
progresses, the abdominals will not tolerate strenuous exercise. The exercises
must be adapted to the individual's needs. In patients with diastasis recti,
approximation of the recti muscles is necessary during abdominal strengthening
exercises. 34 To do this, the patient's hands are placed across the abdominal
muscles and she pulls the muscles to midline as she raises her head off the
table.
Along with abdominal strengthening, stretching of shortened muscles
may be necessary for proper muscle balance. Muscles that may require
stretching include the muscles of the low back, hamstrings, and hip flexors.
A technique to stretch the low back muscles, frequently called cat
exercise, is performed on hands and knees. The exercise involves arching the
back slowly and returning to the neutral position. 33
The patient can be taught the hamstring stretch in either a sitting or
standing position. In sitting, the leg being stretched should be straight with the
knee fully extended. Then, while maintaining a posterior pelvic tilt, the patient
slowly reaches for the toes. When performed in standing, the extremity being
stretched should rest on a chair or table. The sitting hamstring stretching
technique is the preferred method late in the pregnancy.
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For the hip flexor stretch, the patient will assume the half kneeling
position with one hip and knee bent to 90° and the other hip fully extended as it
is the extremity to be stretched. To perform the stretch, the patient will shift her
weight onto the forward leg and gently stretch the opposite hip and anterior
thigh. For best results, exercises aimed at stretching muscle groups should be
performed very slowly with a 30-second hold at end range.
This conservative treatment of LBP caused by postural or mechanical
factors should be taught as early as possible to assist in making the pregnancy
more enjoyable.
Treatment of Hormonal Dysfunctions
Poor posture and muscle imbalances in the presence of hormonal
relaxation can lead to movement abnormalities of the SIJs and pubic joint.
During the pregnancy, as the weight increases over the anterior pelvis and
pelvic support weakens, an anterior rotational strain may occur at the SIJ. The
result is the common anterior dysfunction associated with pregnancy.10,25,33,34
In correcting this dysfunction, treatment should be done in a specific
order; that is, first treat the spine, then the pubis, then the sacrum and ilia. 34
The previous section on correcting posture and muscle imbalances by
stretching and strengthening muscles appropriately addresses the spine and
must be taught to this patient population also.
In correcting improper positioning of the pubis, sacrum, and ilia, muscle
energy techniques may be utilized. A muscle energy technique (MET) involves
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fixing the distal attachment, then using a muscle contraction to move the
proximal structure. METs should be used cautiously in treating pregnant
women because their ligamentous structures are lax and vulnerable to injury.
That is why it is important to correct postural and muscle imbalances first for
they may correct the problem. If not, MET should be employed over
manipulations.
Contraction of the hip flexors, rectus femoris, or adductors with the distal
attachment (leg) fixed can bring the ilium anterior (correcting a posterior
rotation) while contraction of the hamstrings or gluteus maximus will bring the
ilium posterior on the sacrum (correcting an anterior dysfunction). Stabilization
of the opposite ilium, and lumbar spine is essential for achieving effective
mobilization.
These techniques can be performed with the patient in supine and the
therapist on the affected side or the patient sidelying with the affected side up.
For correction of an anterior dysfunction, the affected side's leg is taken to 90°
of hip flexion. The patient is then asked to extend the hip isometrically against
the therapist's resistance. Following correction of an anterior dysfunction, relief
is usually immediate. Although an anterior dysfunction is most common during
pregnancy, it is still important to differentiate betwen an anterior or posterior
rotation during the evaluation. A posterior rotation can occasionally occur.
In order to prevent recurrence, the patient must learn to use her
abdominal muscles to support the anterior pelvis and to use proper body
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mechanics. Occasionally, it may be necessary to use external stabilization. An
SI support belt can be applied to assist in maintaining a corrected position; it
should not replace a good exercise program.
The use of a lumbosacral support is frowned upon by some authorities;
however, an adequate lumbosacral support that comes down over the buttocks
and supports the abdomen frequently provides significant relief.21 All supports
need to be well constructed and properly fitted to be effective.
Pregnant patients with SIJ implications should be instructed to avoid
activities that may stress the SIJ. This includes one-legged standing, climbing
stairs more than one step at a time, swinging one leg out of bed when getting
up, or any similar type of unilateral activity.
A successful treatment for any of these causes of LBP during pregnancy
is dependent on cooperation of the patient. The importance of proper posture,
good body mechanics, and an effective exercise program must be continually
reinforced to the patient and be followed.

CHAPTER V
CONCLUSION
Pregnancy should be a joyous time and a wonderful experience for a
woman. But often severe or constant dull, aching low back pain can deflate
this experience. Many women do not seek treatment under false beliefs that
LBP is a normal condition of pregnancy. However, LBP during pregnancy is a
symptom that can be effectively treated when addressed appropriately.
This independent study outlines one method of evaluation and treatment
for symptoms of LBP during pregnancy. It is important to perform a good
evaluation so that an appropriate treatment can be set up. Treatment may
consist of instructing the patient on maintaining correct postures and using good
body mechanics, performing strengthening and stretching exercises to correct
muscle imbalances, or using muscle energy techniques to correct improper
pelvic position. And the most important factor in the treatment of LBP is patient
compliance. Together, the therapist and patient must work to relieve the
"symptom" of LBP. Low back pain during pregnancy is a common and often
treatable occurrence.
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